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REPORTING 


SJe^ATDRt 
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MOTF 
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iF SHORT FORM AW? - VICTIMW"ARE"NOT TWF SAME ENTER PR ORMATION 


\ iNyLHL PERSON?. SEE TtQN 


THIS REPORT DOES NOT CONSTITUTE VALID IDENTIFICATION 

KEEP THIS REPORT FOR REFERENCE. INSTRl CCIONES EN ESPANOI YE KEY ERSO. 

Your case will he assigned to u detectiv r for follow -up investigation bused upon specific fans obtained during the initial investigation. 
Studies have shown that the presence of these facts ran predict whether a detailed foltmv-up ihvrstijfatim would likely result in the arrest 
and prosecution of the suspevtlsf or the recovers' of property, in a manner that is cost-effective to you. the taxpayer. Significant dee mines 
in personnel have made it impossible for defectives to personally discuss eat h and even ease with dll crime victims. \ detective will not 
routinel\ contact van. unless the detective requires additional information. 

i 

lO REPOR J \DIHi lON Y|. INFORMATION: It you have specific facts to provide which might assist in the investigation of your case, please 
eontaci the detective Monday through Friday, between H;00 AA1. and 9:30 A.NT., or between 2:30 P.M. and 4:00 PM at telephone number 

. If the detective is not available w hen you call, please leave a message and include the telephone number where you 

can be reached, 


COPY OF REPORT: If you wish in purchase a copy of the complete report, phone (213 i 486-8130 to obtain the purchase price. Send a 
check or money order payable to the Los Angeles Police Department to Records and Identification Division, Box 30158, Los Angeles. CA 
90030. Include a copy of this report or the follow ing information w ith your request: 11 Name and address of victims: 2) Type of report and 
DR number df listed above): 3) Date and location of occurrence. NOTE: Requests not accompanied by proper payment will not he processed. 


UR NEMHER: If not entered on this form, the DR number may he obtained by writing to Records and Identification Division and giving the 
information needed to obtain a copy of the report (see above paragraph r. Specify thai von only want the DR number. It will be forwarded 
without delay. There is no charge for this service 

( RED! t (ARDS/CHECkS: Immediately notify concerned credit corporation or hanks in avoid possibility of being liable for someone else 
using your stolen or lost credit card or check. 

HOW YOE CAN HELP TUI INVESTIGATION OF Y Ot K CASE: 

* Keep this memo for reference. 

* If stolen items have serial numbers not available at time of report, attempt to locate them and phone them to the detective at the listed number 

* If you discover additional losses, complete and mail in the Supplemental Property Loss form given to you by the reporting employee. 

* Promptly report recovery of property. 

* Promptly report additional information such as a neighbor informing you of suspicious activity at time crime occurred 


VICTIM-WITNESS ASSISTANCE PROGRAM: The Los Angeles City and County Victim-Witness Assistance Program t VWAPj can help to 
determine if you qualify for Victim of V iolem Crime compensation. If you qualify, they will assist with filling your claim application. If you are 
a victim or a witness to a crime and will be going to court, they w ill explain ihe court procedures to you. Their staff may also assist you with 
other problems created by the crime. 

To find the program location nearest to you, vail the \ ictim-Witness Assistance Program at the Los Angeles Oily Attorney s Office 
l2l3i 485-6976, or the Los Angeles County District Attorney s Office i N001 38t)-38f 1 

VI(TIMS Ot VIOI.I S I' CRIME COMPF.NK ATION: Refer i» paragraph at holtum uT reverse side. 
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State of California 
EMPLOYER'S REPORT OF 
OCCUPATIONAL INJURY OR ILLNESS 


Please complete in triplicate ftvpe Es possible). Mail two copies to: 

CITY QF LOS ANGELES PERSONNEL DEPARTMENT 
700 EAST TEMPLE STREET, ROOM 210 LOS ANGELES, CA. t 90012 



Any person who makes or causes to be made any knowingly false 
or fraudulent materia! statement or material representation for the 
purpose gf obtaining or denying workers compensation benefits or 
payments Is: guilty of a felony* 


1 L FIRM NAME 


City of Los Angeles - Public Works/Sanitation 


2. MAI LING ADDRESS; (Number*'Street, City. Zip) 

2649 E. Washington Blyd, Los Angeles, Ca>, 90021 


3. LOCATION [f:different-from Mailing Address (Number, Street, City and Zip) 

Same 


A. NATURE OF BUSINESS; e g. Pointing contractor, whblesple'-gro'oer. sawmill, hotel. 

Sanitation #300 Solid Resources South Collection 

a type-of employer ' r i _ ' . 


California law requires employers to report within five days of knowledge every occupational Injury or illness which 
results in lost time bayond the date of tho incident OR.raquiros medical treatment beyond first aid. If an .employee 
subsequently dies as a result of a previously reported injury or illness, the employer must file within five days of 
knowledge an amended report indicating death* In addition, every serious injury, illness, or death must be reported 
Immediately by telephone or tofograph to tho nearest office of the California Division of Occupational Safety and Health. 


lla; Policy Number 


School District 


7, DATE OF INJURY f ONSET OF 

[LLNESSfmm/ddlyy) 

' "19 


1 1, UUABLSTO'WOitt'K FOR AT LEAST ' 
ONE FULL DAY AFTER DATE. OF INJURY? 


15. PAID FULL WAGES FOR DATS OF 
INJURY OR LAST. DAY WORKED? 

V! Yes j : No 


8, TIME INJUFWILLNESS OCCURRED 

10:50 AM 


12, DATE LAST WORKED (mm/dd/yy) 

3/19/2019 


1$; SALARY BEING CONTINUED? 


9, TIME EMPLOYEE BEGAN WORK 


J3a. Location Code 


IS: Slate unemployment insurance acct.n 


J Other Gov't, Specify: 


10. IF EMPLOYEE DIED, DATE OF 

DEATH (mm/dd/yy) 


■13; DATE RETURNED TO WORK(mm/dd/yy) 14, IF STILL OFF WORK. CHECK THIS 

BOX: 


■17. DATE OF EMPLOYER'S KNOWLEDGE JNOT1CE 10.-.DATB EjMF’L'GYEE.WAS PROVIDED CLAM 
OF iNJU'RYflLLNESS'tmmfdtWyy) FORM (mniftidiyy) 

3/19/2019 


2i: ON EMPLOYERS PREMISES? 

! ! Yes IvTj No 


19. SPECIFIC INJURY/ILLNESS AND BODY PART AFFECTED; MEDICAL DIAGNOSIS if available^.g.Second degree bums on right arm, tendonitis on left elbow, lead poisoning 

Attacked By Consituent Tp Fp rehead 


20. LOCATION WHERE! EVENT QR EXPOSURE OCCURRED (Number, Street, City; Zip) 20a. COUNTY 

908-914 E 7th St, s Angeles 9Q032_ Los Angeles 


2, DEPARTMENT WHERE EVENT OR EXPOSURE OCCURRED. e,g , Shipping department; machine sh 23. Other Workers injured or ill in this event? 

Public Works/Sanitation .i Ves [Vi No 


A. EQUIPMENT, MATERIALS AND CHEMICALS THE EMPLOYEE WAS USING WHEN EVENT OR EXPOSURE OCCURRED, e.g„ Acetylene, wejding tcrch L farm tractor, scaffold 

36938- 


15. SPECIFIC ACTIVITY THE EMPLOYEE WAS PERFORMING WHEN EVENT OR EXPOSURE OCCURRED, e g.. Welding seams of metel farms, loading boxes Onto Imck. 

Consituant Ambushed Employee While Collecting Wire Basket 


26 HOW INJURY/ILLNESS OCCURRED DESCRIBE SEQUENCE OF EVENTS, SPECIFY OBJECT OR EXPOSURE WHICH DIRECTLY PRODUCED THE INJURYI ILLNESS, 
5.g._ Worker stepped back to inspect work and slipped on scrap material. As he fell, he brushed against fresh weld, and burned right hand. USE SEPARATE SHEET IF 

Ivan had just finished emptying a wirebasketj as he was walking back to his vehicle (Passenger side), A individual struck him on the right 
side of his head. 


.7. Name and address of physidanfnumber, street, city,'zip) 

Good Samaritan Hospital 

1225 Wilshire Bfvd, Lbs Angeles, Ca* ,90017, 90017 


8, Rospiti.lized as an inpatient overnight? j ; Yes No. 

If yes/then, name and address of hospital(number. street, city, zip) 


■ 27a, Phone Number 

(213) 977-2121 


2Sa ; Phone Numbe. 


29. Employee treated En emergency 
room? i Yes r ] No 


ATTENTION This form .contains information relating to employee health and mu at be.used in. a manner that protects the confidentiality of employees to the extent possible 
while the intormdtion is being used for occupational safety and health purposes, ■ Sea CCR-Title 8 14300.29 (bH^M." 10 ) T4300-35(bj(2)(E)2. : 

Note; Shaded boxes indicate'confidential employee'Intonrhatfoii as listed in CCR.title 3 l4300.35(b)(2)(E)2‘,- 


0. EM PLOYEE NAME 31: EM PLOYEE! ID 


Ivan Zaziieta 

33. HOME ADDRESS (number, street, ctfy, 

m 3539 Beechwood Avenue, Lynwood, 90262 


381682 


35. OCCUPATION (Regular job title. NO initials', abbreviations dr numbers) 


f] Male □ female Maintenance Laborer/exempt 


17, EMPLOYEE USUALLY WORKS 


Eight hours pef.day, Five days per week, 40 total weekly hours; 


37a. EMPLOYMENT STATUS 
| 'j regular, full-time ■ 

■y/} temporary ] 


32, DATEOF BlRTH(mm/ddtyy) 

12/16/1980 


33a. Phone Number ■ 

(323) 448-6321 


36, DATE OF HlRE(mnifdd/yy) 

10/3/2016 


S 37b, UNDER WHAT CLASS CODE 

T'i part-time OF YOUR: POLICY WHERE WAGES 

:.i: " ASSIGNED ' 


a- GROSS WAGES^SAUnr 


$3,533,94 per Month 


3112-7 


39. OTHER PAYMENTS NOT'REPORTED AS WAGESISALARY (e.g ; Ups. meals, overtime, bonuses. 

i j Yes- No 


ompleled By (type or print) 

Angel Ibarra 


ConfeJertial inforimabon may be disclosed, only to the employee, former employee- or their persona) representative [CCR Tithe c 1430035).-to oshert (or [he'purpcstot pressing'a workers".oomp&nMlion 'or.olher insoranle cJaim. -snd under certain 
drcumaianbes id a public heaim or (aw' enforcement agency or lo a consultant hired by tne employer (CCR Title 6-143M 3D). CC R Trie 6 14390.40 requires -provision upon' request lo- eerta.JrvstaJa and federal workpteea' elf ety agencies. 



Please do riot use 
this column r" 


CASE NUMBER 



DAYS PER WEEK 


WEEKLY HOURS 



NATURE OF INJURY 


PART OF BODY 



SECONDARY SOURCE 


EXTENT OF INJURY 


Date[irmVdd/yy) 


FORM 5020 {Rev7) June-2002 


i J Original-Workers Compensation 


... j Copy - Em p loyee's File 


FILING OF THIS FORM IS NOT .AM ADMISSION OF LIABILITY 










































































Sthleof California 
Department of Industrial Relations 

division of workers 1 compensation 


WORKERS’ COMPENSATION CLAIM FORM (DWG 1) 



Estado dc California 
Depart amen w de j Rdationeslndustr tales 
DimiON DE CQMPENSAaON AL TRABAJADOR 

PETITION DEL EMPLEADOPARA DE COMPENSA CION DEL 
TRABAJADOR (DWCI) 


Employee: Complete the “Employee 11 section and give the form lo 
vour employer, Keep a copy and mark if s *Errtp Joyce’s Temporary 
Receipt 1 ' until you receive the signed arid dated copy from your em¬ 
ployer. You may call the Division of Workers' Gompeasation and 
hear recorded information at (SOO) 736-7401, An explanation of work¬ 
ers' compensation benefits is included as the cover sheet of this form. 


You should also have received a pamphlet from your employer de¬ 
scribing workers 7 compensation benefits and the procedures to obtain 
them. 


Empleado: Complete la section ^Empleado” v cmregue la forma a $\t 
empleador Qurdcse Con ta copid desigtiada “Recibo Temporal del 
Empleado ?J hasta qua Ud . red ha / a- copiajirmada _y fee ha da de.su empleador. 
Ud. puede llamar a Id.Division de Compensation al Irahajador ul (BOO) 736- 
7401 para oir information grayada En la hoja cuhiertq de esni 
forma esta la explication dc los hencficios de compensation al irahajador. 

Ud, tamhihi dclieria haher recihido de $tt cmpkadorunfalletodescribicndo Ids 
benjiclos de compensation al Imhajador lesianado y los pracedimientos para 
obtenerlos. 


Any person who makes or causes to be made any knowingly false 
or fraudulent material statement or material representation for 
the purpose of obtaining or denying workers’ compensation bene¬ 
fits or payments is guilty of a felony. 


Toda aqueIJa persona que a proposito haga p cause qiie se produzca 
cualquier dec) a radon o represen tacion material falsa o Jrautlidenta con el 
fin de obtener o negar benefieios o pagos de compensation a frahajadores 
lesion ados es culpable de u n crimen mayor “felonia”. 


Employee-—complete this section and see note above Empleado—complete esta section y note: la notation arribcu 

1 . Name. Nombnr Zaziieta, Ivan _Today’is Dale. Fecha de Hoy. 21-Mar-19 __ 

2. Rome Address. Direction Residential, 3539 Beech WOO d Avenue _ 

3: City, Ciudad, Lynwood _State. Estado. California _ Zip; Cddigo Postal 90262 _ 

4. Date of Irijury. Fecha de ta lesion (accidente). 3/19/2019 Time of Injury, flora tin qtte ocitmo. IQtSO a . m ._p. mf 

5. Address and description of where injury happened. Direction}htgar dondt occurio el accidcnta 9QS-914 E 7th St _ 

s Angeles 90032 

6. Describe injury raid part of body affe cted. Describe la lesttin y parte del aterpd afeckida ,_ 

Constituent Was Irrate to Forehead while Consituant Ambushed Employee While Collecting Wire Basket _ 

7. Social Security Number Nttmerode Scgtiio Social del Empleado. m _ 

8. Signature of employee. Firina del empleado. ^ _ 


Employer—complete this section and see note below. Empleador—complete esta section y note la notation abajo. 


9, 

10 . 


11. 

12 . 

13, 

14, 

15; 

16. 

17, 


Name of employer. Nomlmc del empleador. _,_ City of Los Angeles 

Addre s es . Direccion. _ 

Date employer first, knew of injury. Fecha en qua el empleador supo por primera vez de la lesion oaccidente . 3/19/2019 

Date claim form was provided to employee. Fecha cn iptese le enirego al empleado la petition. 3/21/2019 _ 

Dale employer received claim form. Fecha en qtte cl empleado devoh ib la petition al empleador. 3/21/2019 _ 


Name and address of insurance carrier or adjusting agency. Notnhrey direction de id amtpdma de seguros o agenda adminsiradora de segnros. 

City of Los Angeles, 700 East Temple Street, Room 210, Los Angeles, CA 90012 

Insurance Policy Number El manor ode ia pdiiza de Seguro. _ Self-Insured _ 

Signature of employer representative. Firma del representante del empleador. _ 

Title. Tint hr __ 18. Telephone, Tclefono. (213) 473-7400 _ 


Employer: You are required to dale this form and provide copies to 
your insurer or claims administrator and to the employee, dependent 
or representative who filed the claim within one working dav of 
receipt of the form from the employee. 


Empleador; Se requiem que Ud. feche esta forma yqncprovea capias a sit corn- 
pan fa dc segaros. admlnistrador de rcclamos, o dependientefrepresentante de vecla- 
mosv al emplcadoque hay an preseniadocsta petition dentrodel plaza de undia 
hdbil dcsde cl momctito dc haber side reef bidet la forma del empleado T 


SIGNING THIS FORM IS NOT AN ADMISSION OF LIABILITY 


ELEiRMAR ESTA FORMA NO SfGNlFlCA ADM1SION BE RESPONSABIUDAD 


Cl del L/ttph'nrior LJ Eii [plaice L-opy/Oy^ dci.I-riipfcado Cl Cl; il ms ■ A d m 111 i i rai o r/h dn r 1/ if arador R< ’da 11 fo* Li T^mporiiry RzcxipdRectijti.drrrrnfitcijtlp 


6/10 Rev. 







1. Employee Name o r yW 

2. Part of Body: #2 btr? ^ f 0 S ^£_ 

3. Describe Injury: ^ 

(Strain, Cut, Fracture, Skin Rash. Irritation, etc.) 

4. Object That Caused Injury: frrf _ 

(What object or substance caused injury, i.e. truck, vapor inhaled, oil, vehicle part, insect) 

5. What Were You Doing When Injured: C^LLfSl^lA. 

(What action were you performing with injured) 


6. Vehicle # jS£_ And Collection Type 

, 0 Automated 113 Semi-Automated IB Rear Loa' :er HI Front Loader 0 Car 

Van 0 Suburban Hi Picku"> IB Dead Animal Collection 

7. Address Where Injury Occurred: 0F_ 9jy_ c 

8. City Where Injury Occurred: / os ^AAl£££. _ 

9. Witnesses {/?c/jp _ 

10. Safety Equip bloats, 

(If not used put "Not Available" or "Not Required" or "Defective" or "Not Used") 


1 

I 


-rizvtc 


Occured On Duty? 

% Yes 0 No 


Injury Date? j 

Date 3 //*? / / ^ at /O :/Pg jnfpro 


On Employee Premises? 

0 Yes IS! No 


[First Reported? 

j Date -? / /$ !/T> at XQ : 


11. Describe what happended(Please be detailed) -Zufon svj t 
hfWjJt_fo A ioiAfdAr/S/ 1 ? W ^f c/c 

Yd MtS vth/rtf . fi /#&/u j<ou/ 9c \j~^ (/c/<r 

Mtw nn Y>V X/0J—O-L ULL {££&#+ 


Printed by As si slant Xp 
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GOOD SAMARITAN HOSPITAL 

discharge instructions 


Name: Zazueta, Ivan 
Age:38YDOB: Dec 16, 1980 
Gender; M Wt: 68.04 kg HtM65 10 
MedRec; M001450J 71 ‘ 05, 0 

AectNum: V00020339057 
Attending: CWMD 
Primary RN: ESCT 
Bed; ED INTINTB 


The examination and treatment you received in rh P v™ 

2S5STS! 

you,, ^ rp[iw physic EE2* “ "•"* •<* 

dir r *»» “« 

«“S£^«?5S55SS 

PINAL DIAGNOSIS 
Head injury 

TREATED BY: 

Attending Physician-- Washington,MD, Courtney; NP/PA - Ho Ngo, PA, Lejmj e 
followup contacts 

NO, 

Primary, Care Doctor 

SPECIAL INSTRUCTIONS 

Take Tyieriol or ibuprofen as needed for pain, 

Relm m ! *P Pli ™ ry physician “ 2 -5 days. 

nausea and yo^S^^ 

MEDICAL INSTRUCTIONS 

head injury, adult 

'"cHeari Injury, Adult 


Prepared: Tue Mar 19, 2019 13:34 by LHO I of 3 




-fe v naritari 
Hospital. 

A Trttiiiiiw of Caring 

ijtB Ajiatles^:A W1L7 


Name:. Zazueta^4ran ;: ^^ 

Age; 38Y DOB: Dee 16' 1080 
GenderM Wt: 68.04 kg Ht: 16540cm 

MedRec: M001450171... 

AcctNum: V00020339057 
Attending: CWMD 
Primary RN: ESCT 
Bed: ED INTINTB 


GOOD SAMARITAN HOSPITAL 
DISCHARGE INSTRUCTIONS 


You have received a head injury. It does not appear serious at this time. Headaches and vomiting are common 
following head injury. It should be easy to awaken from sleeping. Sometimes it is necessary for you to stay in the 
emergency department for a while for observation. Sometimes admission to the hospital may be needed After 
injuries such as yours, most problems occur within the first 24 hours, but side effects may occur up to 7a "10 days 
after the injury. It is important for you to carefully monitor your condition and contact your health care provider or 
seek immediate medical care if there is a change in your condition, 

WHAT ARE THE TYPES OF HEAD INJURIES? 

Head injuries can be as minor as a bump. Some head injuries can be more severe. More severe head injuries 
include: 

> A jarring injury to the brain (concussion), 

> A bruise of the brain (contusion). This mean there is bleeding in the brain that can cause swelling. 

> A cracked skiill (skull fracture), 

> Bleeding in the brain that collects, clots, and forms a bump (hematoma). 


WHAT CAUSES A HEAD INJURY? 

A serious head injury is most likely to happen to someone who is in a car wreck and is not wearing a seat belt. 
Other causes of major head injuries include bicycle or motorcycle accidents, sports injuries, and falls, 

HOW ARE HEAD INJURIES DIAGNOSED? 

A complete history of the event leading to the injury and your current symptoms: will be helpful in diagnosing head 
injuries. Many times, pictures of the brain, such as CT or MRI are needed to see the extent of the injury. Often, an 
overnight hospital stay is necessary for observation, 

WHEN SHOULD I SEEK IMMEDIATE MEDICAL CARE? 

You should get help right away if: 


> You have confusion or drowsiness: 

> You feel sick to your stomach (nauseous) or have continued, forceful vomiting, 

> You have dizziness or unsteadiness that is getting worse, 

> You have severe, continued headaches not relieved by medicine. Only take over-the-counter or prescription 
medicines for pain, fever, or discomfort as directed by yourhealth care provider. 

> You do not have normal function of the arms or legs or are unable to walk. 

> You notice changes in the black spots in the center of the colored part of your eye (pupil), 

> You have a clear or bloody fluid coming from your nose or ears. 

> You have a loss of vision. 


During the next 24 hours after the injury, you must stay with someone who can watch you for the Warning signs^ 
This person should contact local emergency services (911 hi the U,S.) if you have seizures, you become 
unconscious, or you are unable to wake up, 

HOW CAN X PREVENT A HEAD INJURY IN THE FUTURE? 

The most important factor for preventing major head injuries is avoiding motor vehicle accidents, A To minimize 


Prepared: Tue Mar 19 H 2019 13:34 by LH O 2 o f 3 
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A Tmditkw ofCiJiing 
!w Angel;*, CSA'ViJftl"' 


Name; Zazueta, Ivan 

Age: 38Y DOB: Dec 16, 1980 

Gender: M Wt: 68:04 kg Ht: 165.10 cm 

MedRec: MOO 1450171 

AcctNUm: V00020339057 

Attending: CWMD 

Primary RN: ESCT 

Bed: ED INTINTB 


GOOD SAMARITAN HOSPITAL 
DIS CHARGE INSTRUCTIONS 


the potential for damage to your head, .it is crucial to wear seat belts while riding in motor vehicles- Wearing helmets 
while bike riding and playing collision sports (like football) is also helpful* Also, avoiding dangerous activities around 
the house will further help reduce your risk of head injury* 

WHEN CAN I RETURN TO NORMAL ACTIVITIES AND ATHLETICS? 

You should be reevaluated by your health care provider before returning to these activities. If you have any of the 
following symptoms, you should not return to activities or contact sports until 1 week after the symptoms have 
stopped: 


> Persistent headache. 

> Dizziness or vertigo, 

> Poor attention and concentration, 

> Confusion, 

> Memory problems; 

> Nausea or vomiting* 

>: Fatigue or tire easily* 

> Irritability* 

> Intolerant of bright lights or loud noises. 

> Anxiety or depression* 

> Disturbed sleep, 

MAKE SURE YOU: 

> Understand these instructions. 

> Will watch your condition, 

> Will get help right away if you are not doing well or get worse. 

This information is; not intended to replace advice given to you by your health care provider. Make sureyou discuss 
any questions you have with your health care provider. 

Document Released: 12/18/2006 Document Revised: 01/08/2016 Document Revie wed: 08/25/2014 
Elsevier Interactive Patient Education A©2016 Elsevier Inc. 

I have read and understand the discharge instructions that have 
been reviewed with me. I have received a referralfor follow up care 
and have been provided with a record of my ED visit,. I will call my 
private physician or return to an emergency department if my 
condition does not improve or gets worse. 

Good Samaritan Hospital 
Emergency Department (213.977*2423) 


Prepared; Tue Mar D, 2QI9 13:34 by LHQ 3 of-3 





Statement Ivan Zazueta 

On Tuesday,, March 19, 2019 I received a call from Sara Enciso at 10:49am, she 
informed me that her partner [van Zazueta had just been assaulted and injured at 
the southeast corner of 7 th & Stanford. I contacted LAPD immediately, LAPD 
arrived at 1110am. I arrived at 1115am. I checked for injuries and noticed Ivan 
had bruising to his forehead and right.side of head and face. LAFD was contacted 
and Ivan was transported to Good Samaritan Hospital/1225 Wilshire Blvd, Los 
Angeles, CA 90017 art 1140am. He was in stable condition. I accompanied him to 
the hospital. He was sent for observation. I checked for witnesses and found 1 
(Sara Enciso). She stated to me that Ivan was emptying a wire basket when a 
transient confronted him. The individual blindsided him and then proceeded to 
assault him. I met Ivan at the emergency room and completed my investigation. 
Ivan was released from hospital at 2pm. 





